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NRHM 


A PARTNERSHIP FOR MEETING 
PEOPLE’S HEALTH NEEDS 


by Dr. Anbumani Ramadoss 
Minister, Health and Family Welfare 
Government of India 


Reaching quality health care to every household is a daunting challenge in a country of over 
a billion people living in over a million cities, towns, villages and hamlets. The NRHM is a serious 
effort to address this challenge. Launched in April 2005 by the Hon’ble Prime Minister, the Mission 
has made significant 
progress, especially 
after the approval of 
the detailed 
Framework for 
Implementation of 
NRHM by the Union 
Cabinet in July 2006. 
In partnership with 
States and through 
state led innovations, 
NRHM is. rapidly 
expanding accessible, 
affordable and 
accountable quality 
sare . fOmmamevery 
household in the 
country. 


De More than 5,30,000 ASHAs and Link Workers are connecting households to heaith facilities. 
The presence of community volunteers on this unprecedented scale has resulted in people’s growing 
pressure on utilization of services from the public sector health system. States across the country 
are reporting significantly higher utilization of outpatient services, diagnostic facilities, institutional 
deliveries and inpatient care. Large scale demand side financing under the Janani Suraksha Yojana 
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(JSY) has brought poor households to public sector health facilities on a scale never witnessed 
Over 50 lakh women have been covered under JSY so far since its introduction in 2005. 


before. 


3. While insome regions government health facilities have geared up by utilizing flexible finances 
under NRHM to cope with the increased workload, in many other regions there is a long way to go 
before health facilities fully gear themselves to meet the growing need of people's health care. Poor 
households have voted with their feet by coming to the public system as never before. The challenge 
of NRHM now is to provide quality health care to the growing number of households whose faith 
in the government system has been restored. NRHM cannot afford to let down poor households 
who have come to the public system with so much hope and aspiration. There is a sense of urgency 
in improving the facilities for quality health care. 


NRHM - A Unique Partnership with States 


4. The journey of NRHM has been crafted by the responses of the States. It is for the States to 
decide on what their priorities are. District and State Programme Implementation Plans form the 
basis of approvals. Never before has there been so much flexibility in a programme to suit the 
diverse needs of States and regions. NRHM has set a new standard of partnership with States 
where it is the States that determine what is needed to resolve the crisis of the public sector health 
system. Human Resources, physical infrastructure, equipment, capacity building, resources, skill 
up-gradation resources etc. are available on an unprecedented scale. The philosophy of NRHM is 
to move from distrust to trust. Within the umbrella of Panchayati Raj Institutions, NRHM has tried 
to formulate an 
accountability 
framework that 
makes every 
health facility 
responsible to the 
people | whose 
needs it caters to. 
Starting from the 
Village Health 
and Sanitation 
Committees, 
NRHM has 
crafted facility 
specific public 
institutions within 
the framework of 
PRI to ensure that 
Es ¢ @.r tt Fh 
Institutions have 
the flexibility to 
deliver in 
partnership with the community. 
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5. _ From the village to the district level, all requirements of the health system can be met through 
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nt = ne have come up with innovative plans to suit their needs. Realizing the need 
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ANMs has been its Daa 
foremost message to the 
States, considering the 
need for public sector 
facilities to provide 
round the clock 
services. 


ati 


6. Asecond ANM in 
Sub Centres, 3 Nurses 
in PEGs for 24x7 
services along with 
diagnostic services, co- 
locating of Ayush 
doctor at PHC and 
availability of Specialist 
Doctors and Nurses on 
a much larger scale has 
been attempted under 
the NRHM to take 
accountability to the 
people. States recruit Nurses and other Para Medic Staff on contract and based on local criteria. 
Even Doctors and Specialists are recruited at the district level on contract and based on local criteria. 
Various form of performance based incentives have been attempted to make money follow the 
patient and to keep the motivation of public health workers in remote areas high. A lot more needs 
to be done in the sphere for performance based incentives in remote and difficult areas in order to 
ensure availability of skilled human resources where needed. 


Greater Functional Flexibility 


7. By forming registered Societies (Rogi Kalyan Samitis) at PHCs, CHCs and District Hospitals, 
legal entitites are created that have far greater flexibility in discharge of their functions. NRHM has 
provided an opportunity to provide cashless hospitalized services to the poor through the Rogi 
Kalyan Samiti resources. It has also provided an opportunity to charge a modest fee from those 
who can afford to pay. The Rogi Kalyan Samitis have adequate resources for local health action 
and for ensuring a well maintained hospital. Wherever Medical Officers, in-charge of PHCs and 
CHCs and their RKSs, have taken interest, the face of government hospital has been transformed 
with the untied funds available to every institution under NRHM. NRHM is an opportunity for 
States to display to the people that fully functional quality health care is possible within the public 


system. 


8. The untied grants to sub-centres has given a new confidence to our ANMs in the field who 
are far better equipped now with Blood Pressure measuring equipment, stethoscope, the weighing 
machine etc.. They can actually undertake a proper ante-natal care and other health care services. 
Sub Centres look like sub-centres and provide services which many of them were not doing on 
account of lack of regular resources. The constitution of the Village Health and Sanitation 
Committees itself is taking a little time in many States as the effort is to set up these Committees 
within the umbrella of Panchayati Raj Institutions. The intention of NRHM is inter-sector convergence 
and the effort in all the States is to bring Health, Sanitation, Nutrition, Water and Education together 
on a common platform within the framework of PRIs, at the village level. The untied funds to 
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Village Committees are a great boon for public health action as was demonstrated in Kerala in 
Alleppey District where large scale vector control measures could be taken up with untied funds. 


9. Human Resources is a key issue in the health sector and, specially, resident health workers in 
remote areas. Some excellent innovations have been attempted in the States to train local women 
as ANM. West Bengal’s efforts in this direction has been path breaking where educated women 


from the 100 most 
difficult blocks of 
West Bengal are 
being trained to 
become ANMs on 
condition that they 
go back to the 
village. The efforts 
to provide 
opportunities for 
ASHAs and 
Aanganwadi 
Workers to become 
ANMs has also been 
emphasized as 
ultimately the quest 
for better health 
care must realize 
that a_ locally 
resident person is 
the best bet to secure a resident health worker. The problems of absenteeism can be tackled through 
emphasis on the local criteria in such recruitments. 


10. Many un-served areas have been covered through Mobile Medical Units. The efforts in Gujarat 
in this direction have been commendable. Andhra Pradesh’s EMRI system enables people to access 
well equipped ambulances within no time anywhere in the State. Such successful models are 
worthy of replication and NRHM’s efforts have been to encourage emulation. Sincere efforts to 
promote good practices have been made by providing opportunities of all State level teams to visit 
such regions that have done good work. There is a lot to learn from each other and NRHM promotes 
the bonding of States through regular inter-State visits to see good practices. 


veal jy ede with the non-governmental sector has also been an important priority for 

; iranjeevi programme in Gujarat has demonstrated how private sector gynecologists 

as be rican in to provide institutional delivery for below poverty line women at government 

health aa real hs have been attempted in States, from diagnostic facilities, to provision of 

expectments in NEES rs out partnerships and service provision. The focus on outcome allows 

in the vublic health apc ona? J health professional as a national asset who can be involved 
P ealth system to meet its growing needs at agreed costs and standards. 


12. [seek your support to take NRHM to the poorest households in the remotest regions. 
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NRHM — THE CONTEXT AND THE 
BASELINE 


Eb National Rural Health Mission was launched by the Hon’ble Prime Minister on 12" April 

2005, to provide accessible, affordable and accountable quality health services to the poorest 
households in the remotest rural regions. The detailed Framework for Implementation that facilitated 
a large range of interventions under NRHM was approved by the Union Cabinet in July 2006 
(Less than a year ago). Under the NRHM, the difficult areas with unsatisfactory health indicators 
were classified as special focus States to ensure greatest attention where needed. The thrust of the 
Mission was on establishing a fully functional, community owned, decentralized health delivery 
system with inter sectoral convergence at all levels, to ensure simultaneous action on a wide range 
of determinants of health like water, sanitation, education, nutrition, social and gender equality. 
Institutional integration within the fragmented health sector was expected to provide a focus on 
outcomes, measured against Indian Public Health Standards for all health facilities. From narrowly 
defined schemes, the NRHM was shifting the focus to a functional health system at all levels, from 
the village to the district. 


Health as State subject 


Health is a State subject and the progress in the health sector is determined by the leadership 
of the States. The role of the Central Government is to push reforms with resources, share good 
practices, and monitor effective and efficient utilization of resources in the manner envisaged. The 
National Rural Health Mission set in motion a range of partnerships and effective leadership for 
change and reform in the health sector. Hon’ble Chief Ministers of States provide leadership to the 
State Health Mission and the Chairman of Zila Parishads to the District Health Missions. In a 
sector notorious for 
fragmentation and 
compartmentalized 
perspectives, the NRHM has 
successfully provided a 
platform for community 
health action at all levels. 
Besides merger of 
Departments of Health and 
Family Welfare in all States, 
NRHM has successfully 
moved towards a single 
State and District level 
Health Society for effective 


integration and 


ple’s Health Needs 
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convergence. Through a concerted 
effort at decentralized planning 
through preparation of District Health 
Action Plans, NRHM has managed to 
bring about intra health sector and 
inter sectoral convergence for 
effectiveness and efficiency. From the 
remotest districts of Arunachal Pradesh 
to the desert districts of Rajasthan, 
from the districts of Kashmir to the 
districts of Kerala, through a process 
of community led decentralized 


planning, context specific health needs 
of people have been articulated for local action. Establishment of public institutions like the Village 


Health, Nutrition and Sanitation Committees, Hospital Development Committees, PRI led 
Committees at health facility level, etc., it is the civil society to which the health system is being 
made increasingly accountable. Through untied and flexible financing, NRHM is trying to drive 
reforms that empower local communities to make their own decisions. It is a serious effort at putting 


people’s health in people’s hands. 
The State of Public Health in India 


In order to assess the progress under NRHM, it is important to take note of the state of public 
health in India, as reflected in a large number of independent surveys and studies. Fortunately for the 
National Rural health Mission, there are a large number of surveys ( NFHS -— III 2005-06; NSSO 60" 
Round 2004; SRS- RGI 2005; DLHS-2002) that provide the base line for the Mission. The performance 
of the Mission will be judged by the next round of such surveys in the years to come. Many outcomes 
in the health sector take a little while before the activities and outputs translate into improved health 
indicators. It is also difficult to attribute improvements in a direct way, given the wide determinants 
of health. Nonetheless, a concerted action on 
major determinants simultaneously, is bound 
to lead to better results. At a time when the 
Total Sanitation Campaign takes care of 
water and sanitation needs, Sarva Shiksha 
Abhiyan and the National Literacy Mission 
take care of basic education and literacy 
needs, National Rural Employment 
Guarantee Scheme takes care of livelihood 
needs in difficult districts, universalization of 
the Integrated Child Development Services 
on the directions of the Supreme Court is 
being attempted, NRHM really has a very 
appropriate platform for convergent action. 
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The NRHM baseline Health Indicators 


Some of the key findings regarding important health indicators in recent surveys are as follows: 


1. Infant Mortality Rate Sample Registration 
System , RGI’s 
Office 2004 


58 for the country with a low of 
12 for Kerala and a high of 79 
for Madhya Pradesh 


Maternal Mortality Rate 


Sample Registration 
System 2003 


301 for the country with a low of 
110 for Kerala and a high of 517 
for UP and Uttaranchal in the 

2001-03 period. 


Non Hospitalised 
treatment from 


National Sample 22% for the Country, from a low 
of 5% in Bihar to a high of 68% in 


Himachal Pradesh 


Survey 60" 


government sources Round 2004 


In patient treated in National Sample 
Survey 60" Round 


2004 


41.7% for the country, from a low 
of 14.4% in Bihar to a high of 
91.3% in Jammu and Kashmir 


public Hospitals 


Rs. 3238 in Government 
Hospitals compared to Rs. 7408 
in private Hospitals in rural 


National Sample 
Survey 60th Round 
2004 


Average medical 
expenditure per 
Hospitalization 


areas. 


DLHS and Facility 
Survey coordinated 
by IIPS 2003 


State of Health Facilities If adequacy is defined as having 


at least 60 percent of the required 
inputs, only 76% of FRUs, and 63 
percent of CHCs have adequate 
infrastructure, 61 percent of the FRUs 
and 46 percent of CHCs have adequate 
equipments, 32 percent of FRUs and 24 
percent CHCs have adequate supply 
and 37 percent of FRUs and 14 percent 
of CHCs have adequate staff. 


During the three months preceding the 
survey only 58 percent of the PHCs 
conducted deliveries, 6 percent 
conducted MTP, 22 percent provided 
Neo natal care, 65 percent did [UD 
insertion and 41 percent conducted 


sterilizations. 
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If the percentage of PHCs having 
adequate staff is more than 90 percent in 
Tamil Nadu, Maharashtra and Kerala, it 
is less than 20 percent in Orissa, West 

Bengal and Bihar. 


79.1% 6-35 month children are 
anaemic. 56.1% Ever married 
women aged 15-49 are anaemic. 


National Family 
Health Survey 2005-06 


Anaemia among 
children and women 


Only 43.5 % children are fully 
immunized. 


National Family 
Health Survey 2005-06 


Immunization 


40.7% institutional births, 50.7% - 3 
Ante natal care visits, 36.4% post 
natal care visits. 


National Family 
Health Survey 
2005-06 


Institutional Births, 
3 Ante natal care visits, 


post natal care 


32% children had fever, 21% had 


Child Morbidity FOCUS Survey 2004 


(Jean Dreze et al) in diarrhea, 17% had persistent 
Tamil Nadu, HP, cough, 11% had extreme 
Maharashtra, Rajasthan, weakness, 5% had skin rashes, 
Chhatisgarh and 2% had eye infections during the 


Uttar Pradesh two weeks preceding the survey. 


50% children had one of the 
above problems. 


UNDERSTANDING THE BASELINE OF 
RURAL HEALTH INFRASTRUCTURE 


The Centres Functioning 


es Graph 1A. Progress of Primary Health Care System The entire Health and 
se Family Welfare programme is 
144988 rican : 

sonoee Tes 136256 ‘37314 being implemented through 
— the Primary Health Care 

= 80000 84376 
_jpem system. The Primary Health 
ea Care Infrastructure has been 
a0000 —e— Sub Centres developed as a three tier 
ae as system with Sub Centre, 

en Eighth Ni Tenth: 

(1981-85) Plan(1985-90) —Plan(1992-97) ose (Upto prin Primary Health Centre (PHC) 
Five Year Plan / Year 2006) and Community Health Centre 
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(CHC) being the three pillars 
of Primary Health Care 25000 
System. Progress of Sub 
Centres, which is the most 
peripheral contact point at 
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Graph 1B. Progress of Primary Health Care System 


22669 
20000 


between the Primary Health ‘ 10000 
Zz 

Care System and the 5000 —t— Primary Health Centres 
community, is a prerequisite 

for the overall progress of the 2 

: Sixth Plan Seventh Eighth Ninth Plan Tenth Plan 

entire system. A look at the (1981-85) Plan(1985-90) — Plan(1992-97) (1997-2002) (Upto March, 
Seen hor eit Sub @ewiiec Five Year Plan / Year 2006) 
functioning over the years 

reveal that at the end of the Graph 1C. Progress of Primary Health Care System 

were 84,376 Sub Centres. The 4000 3910 
3500 

figure rose to 1,30,165 at the aaan 

end of Seventh Plan (1985-90) _ 2500 

= 2000 
and to 1,36,258 at the end of 2 ore 
Zz 
Eighth Plan (4992-97). At on 761 —a&— Community Health Centres 
present, as on March, 2006, 
Sixth Pl S th Eighth Ninth Plan Tenth Plan 

1,44,988 Sub Centres are (1981-85) Ptan(1985-90) Plan(1992-97) (1997-2002) | (Upto March, 
functioning in the country. The Five Year Plan / Year 2006) 


Central Government approval 

has been as per 1991 

population norms before NRHM. It is now moving towards 2001 population norm, read with case 
load and distance, a commitment made under the NRHM Framework for Implementation. The 
figures below bring out the progress over the years. 


Similar progress can be seen in the number of PHCs which was 9115 at the end of sixth plan 
(1981-85) and the figure almost doubled to 18671 at the end of Seventh Plan (1985-90) and rose to 
22149 at the end of Eighth Plan (1992-97). As on March, 2006, there are 22669 PHCs functioning in 
the country. In accordance with the progress in the number of SCs and PHCs, the number of CHCs 
has also increased from 761 at the end of Sixth Plan (1981-85) to 1910 at the end of Seventh Plan 


(1985-90) and 2633 at the end 


of Eighth Plan (1992-97). As on Graph 2. Percentage of Sub Centres, PHCs and CHCs functioning 
March, 2006, 3910 CHCs are in Government buildings 


functioning. According to the 100.0 


90.0 


figures of population based on 30.0 


70.0 


2001 Population Census, the Z a 
shortfall in the rural health E aa 
infrastructure comes out to be A 
of 20903 Sub Centres, 4803 2 
PHCs and 2653 CHCs. Sub Centres PHCs CHCs 
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Building Status 


About 48.5% of Sub Centres, 75.3% of PHCs and 92.4% of CHCs are located in the 
Government buildings. The rest are located either in rented building or rent free Panchayat/ 
Voluntary Society buildings. As on March, 2006, in case of Sub Centres, overall 68848 buildings 
are required to be constructed. Similarly, for PHCs 3875 and for CHCs 188 buildings are required 


to be constructed. 


Manpower 


The existing manpower is an important prerequisite for the efficient functioning of the 


Rural Health Infrastructure. As on March, 9006 the overall shortfall (which excludes the existing 
surplus in some of the states) 


in the posts of MPW(F) / 
ANM was 10.9% of the total 
requirement. Similarly, in 
case of MPW(M), there was 
a shortfall of 53.4% of the 
requirement. In case of 
Health Assistant (Female) / 
LHV, the shortfall was 26.9% 
and that of Health Assistant 
(Male) was 32.5%. For 
Doctors at PHCs, there was 
a shortfall of 9.7% of the total 
requirement. 


Even out of the sanctioned 
posts, a significant percentage 
of posts are vacant at all the 
levels. For instance, about 
8.1% of the sanctioned posts of 
MPW(Female)/ ANM were 
vacant as compared to about 
31% of the sanctioned posts of 
MPW(Male)/Male Health 
Worker. At PHC, about 14.0% 
of the sanctioned posts of 
Female Health Assistant/ 
LHV, 24.7% of Male Health 
Assistant and 20.8% of the 
sanctioned posts of doctors 
were vacant. 
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At the Sub Centre level 
the extent of existing 
manpower can be assessed 
from the fact that about 5.4% 
of the Sub Centres were 
without a Female Health 
Worker / ANM, about 42.7% 
Sub Centres were without a 
Male Health Worker and about 
4.1% Sub Centres were 
without both Female Health 
Worker / ANM as wellas Male 
Health Worker. This indicates 
a large shortfall in Male Health 
Workers, resulting in poor male 
participation in Family Welfare 
and other health programmes 
and overburdening of the 
ANMs. 


PHC is the first contact 
point between village 
community and the Medical 
Officer. Manpower in PHC 
include a Medical Officer 
supported by paramedical and 
other staff. 


As on March, 2006, 
about 7.5% of the PHCs were 


without a doctor, about 38.9% | 
were without a Lab technician and about 17.7% were without a Pharmacist 


The Community Health Centres provide specialized medical care in the form of facilities of 
Surgeons, Obstetricians & Gynaecologists, Physicians and Paediatricians. 


The current position of specialists manpower at CHCs SMe that out of the Ee posts, 
about 59.4% of Surgeons, 45.0% of Obstetricians & Gynaecologists, os of Physicians a wed 
53.8% of Paediatricians were vacant. Overall about 54.5% of the 2 oot posts of specialists at 
CHCs were vacant. Moreover, there was a shortfall of = gio hs at the CHCs as compared 
to the requirement for existing infrastructure on the basis of existing norms. 


a rly there is a huge challenge to meet the shortfall of rural health infrastructure, especially 
ea 


the manpower. 
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THE CHALLENGES BEFORE NRHM AND 
ITS KEY APPROACHES 


V Oss 


The data above clearly brings out the unsatisfactor 
a gigantic task to bring about major chang 
determinants of health. The NRHM has 


y state of public health in India. It is clearly 
€s 1n Outcomes by simultaneous action on a wide range of 


based its interventions on the evidence from the studies 


and surveys listed above. It has identified communitization, flexible financing, innovations in human 


resource Management, monitoring against IPH Standards, and building capacities at all levels as 


the principal approaches to ensure quality service delivery, efficient utilization of scarce resources, 
and most of all, to ensure service guarantees to local households. 


The NRHM approach is summed up in the figures below: 


NRHM — 5 MAIN APPROACHES 


COMMUNITIZE 


1. Hospital Management 
Committee/ PRis at all levels 
2. Untied grants to community/ 
PRI Bodies 
3. Funds, functions & 
functionaries to local 
community organizations 
4. Decentralized planning, 
Village Health & 
Sanitation 
Committees 


FLEXIBLE FINANCING 


1. Partnership of State and 
Community resources 
2. Untied grants to institutions 
3. NGO sector for public 
Health goals 
4. Risk Pooling — money 
follows patient 


ok, District & State 
levels © 7 


5. More resources for INNOVATION IN 
IMPROVED more reforms HUMAN RESOURCE 
MANAGEMENT MANAGEMENT 


THROUGH CAPACITY 


1. Nurse Managers 
2. More Nurses — local 
Resident criteria 
3. 24 X 7 emergencies by 
Nurses at PHC. AYUSH 
4. 24x 7 medical emergency 
at CHC 
5. Multi skilling 


1. Block & District Health 
Office with management skills 
2. NGOs in capacity building 
3. NHSRC / SHSRC / DRG / BRG 
4. Continuous skill development 
support 


Health is a state subject and the NRHM is an effort at building a partnership with the States to 
ensure meaningful reforms with more resources. Ultimately, the success of NRHM will depend on 
the ability of the Mission interventions to galvanize State Governments into action, pursuing 


ve 
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NRHM —- ILLUSTRATIVE STRUCTURE 


Health Manager 
Accountant 


Store Keeper 


Accredit private 100,000 
providers for public Population 
health goals 100 Villages Strengthen Ambulance/ 
Ambulance transport Services 

Telephone Increase availability of Nurses 
Obstetric/Surgical Medical Provide Telephones 

Emergencies 24 X 7 Encourage fixed day clinics 

Round the Clock Services; 


30-40 Villages 


3 Staff Nurses; 1 LHV for 4-5 SHCs; 
Ambulance/hired vehicle; Fixed Day MCH/Immunization 
Clinics; Telephone; MO i/c; Ayush Doctor; 
Emergencies that can be handled by Nurses — 24 X7; 
Round the Clock Services; Drugs; TB / Malaria etc. tests 


5-6 Villages 


Skill up-gradation of educated RMPs / 2 ANMs, 1 male MPW FOR 5-6 Villages; 


4000 Telephone Link; MCH/Immunization Days; Drugs; MCH Clinic 


Popu 
lation 


1 ASHA, AWWs in every village; Village Health Day 
Drug Kit, Referral chains 


innovations and flexibility in all spheres of public health action. Ensuring availability of fully trained 
and equipped resident health functionaries at all levels and large scale demand side financing 
under initiatives like the Janani Suraksha Yojana for institutional deliveries are a few priorities for 
action. Partnerships with non governmental providers to strengthen public health delivery are also 
an important need given the distribution of Specialist doctors in India. While we have 30,000 MBBS 


— coming out of our Colleges every year, the entire rural health system for more than 750 
million people never has more than 26000 doctors. 


GOALS, STRATEGIES AND OUTCOMES OF THE MISSION 
a hes Nae Rural Health Mission (NRHM) has been launched with a view to bringing about 
Bpenatic improvement in the health system and the health status of the people, especially those 
who live in the rural areas of the country. The Mission seeks to provide universal access to equitable 
affordable and quality health care which is accountable at the same time responsive to the nicl oh 
the people, reduction of child and maternal deaths as well as population stabilization, gender an 
Gemographuc balance. In this process, the Mission would help achieve goals set under ie National 
Health Policy and the Millennium Development Goals. To achieve these oaks NRHM will: - 


7a tte ee . 
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The Goals of the Mission 
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Facilitate increased access and utilization of quality health services by all. 


Forge a partnership between the Central, state and the local governments. 


Set up a platform for involving the Panchayati Raj institutions and community in the 
management of primary health programmes and infrastructure. 


Provide an opportunity for promoting equity and social justice. 


Establish a mechanism to provide flexibility to the states and the community to promote local 
initiatives. 

Develop a framework for 
promoting inter-sectoral 
convergence for promotive 


and preventive health care. 


Reduction in IMR and MMR 


Universal access to public 
health services such as 
women’s health, child health, 
water, sanitation & hygiene, 
immunization and nutrition. 


Prevention and control of 
communicable and non- 
communicable diseases, including locally endemic diseases. 


Access to integrated comprehensive primary health care. 
Population stabilization, gender and demographic balance. 
Revitalize local health traditions & mainstream AYUSH. 
Promotion of healthy life styles. 


The expected outcomes from the Mission 


_—_———_—— 


IMR reduced to 30/1000 live births by 2012. 

Maternal Mortality reduced to 100/100,000 by 2012. 

TFR reduced to 2.1 by 2012. 

Malaria Mortality Reduction Rate - 50% up to 2010, additional 10% by 2012. 

Kala Azar Mortality Reduction Rate - 100% by 2010 and sustaining elimination until 2012. 
Filaria/Microfilaria Reduction Rate - 70% by 2010, 80% by 2012 and elimination by 2015. 
Dengue Mortality Reduction Rate - 50% by 2010 and sustaining at that level until 2012. 


Cataract operations-increasing to 46 lakhs until 2012. 


Leprosy Prevalence Rate —reduce from 1.8 per 10,000 in 2005 to less that 1 per 10,000 thereafter. 
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5% cure rate through entire Mission Period. 


° Tuberculosis DOTS series - maintain 8 
e Upgrading Community Health Centers to Indian Public Health Standards. 
> Increase utilization of First Referral units from less than 20% to 75%. 


e Engaging 2,50,000 female Accredited Social Health Activists (ASHAs) in 10 states. 


The expected outcomes at Community level 


e Availability of trained community level worker at village level, with a drug kit for generic 
ailments. 


e Health Day at Aanganwadi level on a fixed day/month for provision of immunization, ante/ 
post natal check ups and services related to mother and child health care, including nutrition. 


e Availability of generic drugs for common ailments at sub Centre and Hospital level. 


© Good hospital care including maternal and child health services through assured availability 
of doctors, drugs and quality services at PHC /CHC level 


e Improved access to universal immunization through induction of Auto Disabled Syringes, 
alternate vaccine delivery and improved mobilization services under the programme. 


e Improved facilities for institutional deliveries through provision of referral transport, escort 
and improved hospital care subsidized under the Janani Surakshya Yojana (JSY) for the below 
poverty line families. 


e Availability of assured health care at reduced financial risk through pilots of Community 
Health Insurance under the Mission. 


e Availability of safe drinking water. 
e Provision of household toilets. 
¢ Improved outreach services through mobile medical unit at district level. 


e Increase awareness about 
preventive health including 
nutrition. 


The core strategies of the 
Mission 


e Train and enhance capacity 
of Panchayati Raj 
Institutions (PRIs) to own, 
control and manage public 
health services. 


e Promote access to improved 
healthcare at household 
level through the female 
health activist (ASHA). 
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e Health Plan for each village = 
through Village Health 
Committee of the Panchayat. 


’ Strengthening sub-centre 
through an untied fund to 
enable local planning and 
action and more Multi 
Purpose Workers (MPWs). 

° Strengthening existing 
PHCs and CHCs and 
provision of 30-50 bedded 
CHC per lakh population for 
improved curative care to a 
normative standard. (IPHS 


defining personnel, 
equipment and management 
standards). 

e Preparation and 


implementation of an inter 
sector District Health Plan 
prepared by the District Health Mission, including drinking water, sanitation, hygiene and 
nutrition. 


3 Integrating vertical Health and Family Welfare programmes at National, State, District and 
Block levels. 


° Technical support to National, State and District Health Mission, for public health management 


° Strengthening capacities for data collection, assessment and review for evidence based planning, 
monitoring and supervision. 

° Formulation of transparent policies for deployment and career development of human resource 
for health. 

3 Developing capacities for preventive health care at all levels for promoting healthy life style, 


reduction in consumption of tobacco and alcohol, etc. 


° Promoting non-profit sector particularly in underserved areas. 


The supplementary strategies of the mission 


e Regulation for Private sector including the informal Rural Medical Practitioners (RMP) to 
ensure availability of quality service to citizens at reasonable cost. 

° Promotion of public private partnerships for achieving public health goals. 

e Mainstreaming AYUSH — revitalizing local health traditions. 
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care and medical ethics. 
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© _ Effective and visible risk pooling and social health insurance to provide health security to the 
poor by ensuring accessible, affordable, accountable and good quality hospital care. 


The Special Focus States 


4. While the Mission covers the entire country, it has identified 18 States for special attention. 
These states are the ones with weak public health indicators and/or weak health infrastructure. 
These are Arunachal Pradesh, Assam, Bihar, Chhattisgarh, Himachal Pradesh, Jharkhand, Jammu 
& Kashmir, Manipur, Mizoram, Meghalaya, Madhya Pradesh, Nagaland, Orissa, Rajasthan, Sikkim, 
Tripura, Uttaranchal and Uttar Pradesh. While all the Mission activities are the same for all the 
States/UTs in the country, the high focus States would be supported for having an Accredited 
Social Health Worker (ASHA) in all villages with a population of 1000 and also in having, Project 


Management Support at the State and District level. It also articulated a need for including the 
health needs of the urban poor while planning for health through District Health Plans. The Mission 
is to be implemented over a period of seven years (2005-2012). The NRHM District Health Plans 
will cover District and Sub Divisional/Taluk Hospitals as well as they cater to rural households as 
well. 


NATIONAL RURAL 
HEALTH MISSION 
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THE WAY AHEAD 
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Activity — | 


Time line Outcome 


Monitoring 


Fully trained Accredited Social Health 
Activist (ASHA) for every 1000 population/ 
large isolated habitations. 


50% by 2007 
100% by 2008 


Quarterly Progress 
Report 


ACHIEVEMENT SO FAR 


9,43,,315 ASHAs/Link Workers have been selected so farin the States. While the ASHA programme covers 

the 18 high focus States and the tribal areas of non high focus States, Link Workers have been appointed in the 
non high focus States as the necessity of aCommunity Worker has been felt in all the States. After the first round 
of training, ASHAs/Link Workers have been assisting in the immunization programme, the Janani Suraksha 
Yojana, the Monthly Nutrition and 
Health Days at the Aanganwadi Centre, 
public health tasks, the TB Programme, 
the vector control programme, and in 
dispensing basic medicines wherever 
drug kits have been made available to 
them. 1,86,606 ASHAs/Link Workers 
have drug kits. Designed on the Mitanin | 
worker model of Chhatisgarh, ASHA/ 
Link Worker plays a critical role in © 
behaviour change communication as 
well. ASHAs are putting pressure on the 
public sector health system and are 
largely responsible for the growing 
number of households accessing public facilities for outpatient and in patient care. Different models of ASHA / 
Link Worker have been emerging in the States with very strong linkages with the Aanganwadi Worker. In 

Assam, radio sets have been provided to ASHAs and a regular programme for them has been initiated. In States 

like Kerala, ASHA is envisioned for providing palliative care as well. In all the States, ASHAs/Link Workers 

have facilitated the households’ links with the health facilities. Training in the latter modules has been planned 

and are under way in many States. Achievement is much more than planned, though full training needs greater 

thrust for even higher utilization of ASHAs’ services as a Community Worker. The ASHAs/Link Workers have 


made a real difference in the access of the poor to health facilities. It is surely a step in the right direction. 


THE WAY AHEAD 


ASHAs need far greater nurturing and support. States need to operationalize plans for resource support. 
Institutional arrangements need strengthening. Systems of replenishment of drug kits need to be put in place. 
stitutio | a 
Mechani for timely disbursement of performance based payments need more attention. Involvement of civil 
echanisms for 


upporting and nurturing 3 ir Ski = ining need to be enhanced. 
izati i i d ring ASHAs and in their skill based training neec 
society organizations in supporting a r 


The need is to develop State specific models that meet local needs. 
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VILLAGE HEALTH & SANITATION COMMITTEES IN 6 LAKH VILLAGES 


@ NRHM : A Partnership for Meeting People’s Health Needs 


Outcome : 
Monitoring 


Activity — Il Time line 


Quarterly Progress 
Report 


30% by 2007 


Village Health and Sanitation Committee 
100% by 2008 


constituted in over 6 lakh villages and untied 
grants provided to them. 


ACHIEVEMENT SO FAR 

The National Rural Health Mission envisages formation of Village Health and Sanitation Committees in 
all villages of the country, to take up locally relevant public health measures. The States were requested to 
establish these Committees within the framework of the Panchayati Raj Institutions. It was also clarified to the 
States that existing Committees for water, sanitation, nutrition, etc. could all be combined into a common 
organization, with adequate representation to women, scheduled castes and scheduled tribe households. An 
united grant of Rupees 10,000 is available for each of the VH&SCs every year to enable them to take up local 
activities. Funds have been released to States as per their Programme Implementation Plans for VH&SCs. 1,60,808 
VH&SCs are already functional. Many other States 
have also issued Government Orders in this regard 
and are in the process of activating the Committees. 
Since Panchayats do not have village specific 
committees, it has taken a little while in some States 
to form the Committees within the umbrella of PRIs. 
Kerala, Tamil Nadu, West Bengal, Andhra Pradesh, 
Rajasthan are a few States where the Committees 
have been formed under the umbrella of PRIs. In 
Kerala, VH&SCs have been very active in rallying 


the community for public health measures against 


the spread of Chikanguniya. The Committees are 
getting active in the other States as well and it is likely that all of them will be fully functional in the next 6 
months. Issue of clear Government orders regarding powers and functions of VH&SCs, Opening of Bank Accounts 
and finalization of structure of the Committee within the umbrella of the PRIs has taken a little while. Besides 


public health activities, the untied funds can even be utilized as a revolving fund and in extraordinary case of 
a destitute woman, it can even be utilized for treatment. 


THE WAY AHEAD 


There is a need to invest in capacity building and in clarifying the role of members of the Village Health and 
Sanitation Committees. Clear delegation of administrative and financial powers will give them the confidence 
to spend where it is needed. Vibrant Village Health and Sanitation Committees can significantly change the 
health seeking behaviour of the community as also be an effective agent for public health measures. The 
availability of annual untied grants is an opportunity for communitizing health care and making inter siding 
convergence a reality. Health, education, nutrition, water and sanitation efforts need to come together at the 
village level in a meaningful way and NRHM affords an opportunity for such a partnership. The Village Health 


Nutrition and Sanitation Days can go a long way in improving the health and well- being of people. 
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Activity — III 


Time line Outcome 


Monitoring 


2 ANM Sub Health Centres strengthened/ 
established to provide service guarantees 
as per IPHS, in 1,75000 places. 


30% by 2007 
60% by 2009 
100% by 2010 


Annual Facility 
Surveys External 
Assessments 


ACHIEVEMENT SO FAR 
Of the 1,38,146 functional Sub Health Centres, 1,02,752 have operationalized a joint bank account of ANM 


and Sarpanch for untied funds. The untied funds have been utilized to provide the basic facilities at the Sub 
Centre — from BP equipment, weighing machine, Stethoscope, to buckets, expenditure on cleanliness, etc. Drugs 
have also been made available to the States under NRHM. This has led to the Sub Centre becoming the hub of 
local activity. ANMs are playing an important role in the organization 
of Village Health and Sanitation Days.and nearly 4 lakh such days 
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have been organized in the last two years. The organization of | ' 
immunization sessions has also reported improvements. The Sub 
Centre plays a key role in bringing the ASHAs and households closer 
to higher order health facilities. In some States like West Bengal an 
innovative Gram Panchayat level Specialist Clinic has also been 
organized. In some States like Karnataka, untied funds have helped 
in starting deliveries in a few Sub centres. In Tamil Nadu, VHNs have 
got cell phones from the untied funds to enable faster reporting of 
emergencies. The utilization of untied funds is a little slow in a few 
States as ANMs still do not feel fully confident in spending the money. 
22448 ANMs have been appointed on contract so far. 10143 Sub 
Centres are reporting 2 ANMs. It is a daunting challenge to find so many ANMs in many States. ANM Training 


Schools have started working again after some years. States like West Bengal have started an innovative 
partnership to select women from remote Panchayats and train them as ANM in new government and non 
governmental institutions. Madhya Pradesh supports women from SC/ST community in Nursing courses, 
from NRHM funds. Steps to strengthen ANM Schools and Nursing institutions have been made under NRHM 
but it will take a little time before we are able to get ANMs in large numbers to fill up the vacancies. States like 
Tamil Nadu and Kerala have taken a conscious decision not to go for a second ANM. While States like Andhra, 
Haryana, and Karnataka are able to make appointments quickly as ANMs are available, States like UP, Bihar, 
MP, Jharkhand, Chhatisgrarh, Orissa will take a little time in doing so. Many ANM Training Schools have re- 


opened after a lapse of a few years in the more difficult Special Focus States. 


THE WAY AHEAD 


There is a need to focus on constant skill up grad | : 
have felt the need for Male Workers at the Sub Centre level. There is a need to make clear job profiles of persons 


t the Sub Centre so that tasks and responsibilities are well — defined. The Reporting system needs to be 
hned. Coordination with PRIs and ASHAs need to be further strengthened. Rational transfer policy and 
ed. Coor 
d. 


ation of the ANMs. Some States with problems of malaria 


strengt | . 
enforcement of the local criteria in selection 1s require 
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9395 PHCs worKING 24x7 
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Outcome 
Monitoring 


Annual Facility 
Surveys External 
Assessments 


Activity — IV Time line 


30% by 2007 
60% by 2009 
100% by 2010 


30,000 PHCs strengthened/established with 
3 Staff Nurses to provide service guarantees 
as per IPHS. 


ACHIEVEMENT SO FAR 

Strengthening of the PHCs for 24X7 services is a priority of the NRHM. Of the 22,669 PHCs in the country, 
only 1634 of them were working 4X7 on 31 March 2005 ( before the NRHM). The number of 24X7 PHCs today, 
as reported by the States is 9395, signifying the great leap forward in getting patients to the government system. 
While it is true that appointment of 3 Staff Nurses has lagged behind with only 2753 PHCs having three Nurses, 
NRHM has led to the availability of outpatient services in many PHCs, round the clock. So far 13864 Staff 
Nurses have been appointed under the NRHM on contract. Over 50 lakh women have been brought under the 
Janani Suraksha Yojana for institutional deliveries in the last two and a half years. Better availability of medicines 
and doctors at the PHCs has led to remarkable increase in the case load in PHCs. Many PHCs have also utilized 
the untied grants and annual maintenance grants made available to each one of them. The Rogi Kalyan Samiti 


grants have also been well utilized in many PHEs: 


The appointment of Nurses is taking a little time as many candidates are not readily available in many 


States. Simultaneous efforts at strengthening the Nursing Schools and Collages are also being made. 


Efforts to co-locate the AYUSH practitioner at the PHC has also been made. So far, co-location has taken 
place in 4681 PHCs. This has also improved the presence of health personnel at the PHC. 


Efforts to provide Labaratory Technicians on a priority have also been made in a few States. So far 2721 
other para medics have been appointed on contract. Funds for construction of PHC buildings and houses for 


doctors, nurses and other para medical staff has also been made in many States. 


Tamil Nadu has utilized NRHM funds for improving the outreach of services from PHCs in a remarkable 
way. More than 900 PHCs now have 3 Staff Nurses for effective 24X7 services. 


THE WAY AHEAD 
Getting 3 Staff Nurses in 24X7 PHCs is a must as only then in patient care will be possible. There is also a 
need to change the mind set of personnel who have got 
used to OPD services only and see 24X7 service as an 
additional responsibility. The issue of absenteeism of staff *& 
needs to be tackled on a priority. Scope for skill training 
needs to be enhanced. Integration of service delivery at 
the PHC needs to be encouraged so that all programmes, 
including key national programmes for Malaria, TB, Iodine 
Deficiency, Blindness, etc. receive full support of a 
functional PHC. Rational transfer policy, local criteria in 


staff selection, and incentives wil] help in making the 
PHCs better. 
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Activity — Vv 


Time line Outcome 


Monitoring 


6500 CHCs strengthened/established with 
7 Specialists and 9 Staff Nurses to provide 
service guarantees as per IPHS 


30% by 2007 
60% by 2009 
100% by 2010 


Annual Facility 
Surveys External 
Assessments 


ACHIEVEMENT SO FAR 


The Block level Hospital is a very important institution. At present 60% of the Block headquarters have a 
Community Health Centre, that caters to the need of 80,000 to 1,20,000 people. In the absence of a Specialist 
cadre below the District /Sub District Hospital level in most of the States, there have always been large scale 
vacancies of Specialists and Doctors, rendering Emergency Obstetric Care services very difficult. Many CHCs 
could not function as a First Referral Unit in the absence 
of Blood Storage Facilities, or due to a lack of basic 
Specialist skills like Anaesthesia, Obstetrics, Surgery, 
etc. NRHM lays great emphasis on strengthening the 
Block level Hospitals as they need to function 24X7 
with Specialist services. The Indian Public Health 
Standards have been developed for these institutions 
and resources made available to each and every CHC 
for up-gradation by filling up the gaps in human 
resources, equipment and physical infrastructure as 
determined by the Facility Survey. 4279 Doctors, 2471 
Specialists, 13864 Staff Nurses have been appointed on contract in the States so far, reducing the human 
resource gaps in many institutions. Special programmes for training of MBBS doctors in Anaesthetic & Obstretic 
skills have been taken up to meet the shortfall. The availability of drugs has also improved. JSY has put an 
unprecedented load on health facilities that many CHCs are discharging with great difficulty. The improvement 
in services is taking some time as many fundamental decisions with regards to infrastructure improvement and 


human resource engagement need to be taken by States on a priority. 


THE WAY AHEAD 

CHCs need to move much faster to meet people’s health needs. Demand side financing and ASHAs have 
created work load for CHCs which they will need to quickly match up to. 2089 CHCs have completed ne 
Facility Surveys and 412 their physical up gradation so far. Creation of a Sub amie: Specialist Cadre, ai 
transfer policy, incentives based on performance and for difficult areas, ang up of Blood sia Units, 
flexible human resource approach, up gradation of facility up to Indian Public Health Standards, is needed to 


be carried out on a priority. 
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Time line 


Outcome 
Monitoring 


Annual Facility 
Surveys External 
Assessments 


Activity — VI 


30% by 2007 
100% by 2010 


1800 Taluka/Sub Divisional Hospitals streng- 
thened to provide quality health services. 


ACHIEVEMENT SO FAR 

The Indian Public Health Standards for Sub District Hospitals have been finalized and States have been 
requested to formulate proposals for strengthening these Hospitals to reach IPH Standards. Funds for Rogi 
Kalyan Samitis have been released and strengthening of Taluka/Sub Divisional level Hospitals have been 
taken up in some States. Since the IPH 
Standards have been finalized 
recently, the progress of this activity 
has been a little slow. It will pick up 


in the coming years. 


NRHM'’s effort is to reduce the 
load on tertiary care hospitals by 
strengthening the primary and 
secondary care units. Human 
resource is the greatest challenge and 
NRHM has been trying to provide | 
human resources for a specific facility 


or a district. It is felt that such efforts 


will help in getting appropriate skills 
for effective programme 
implementation. The participation of these institutions in ANM and Nursing training and constant improvement 


of skills of Medical, para medical and Nursing staff is also a priority under the NRHM. 
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Efforts have been made for multi skilling of doctors by providing opportunities for Anaesthsia training, 


Obstetric training, public health training, professional development courses for health management, etc. 


THE WAY AHEAD 


Human Resource issues, managerial capacities, clear delegation of administrative and financial powers 
, & 2 e ° ° ° ’ 
or the efficient running of Hospitals, skill up gradation, strengthening of infrastructure, and a constant effort to 


give confidence to institutions to exercise autonomy, will go a long way in improving Hospitals 
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Activity — VII Time line Outcome 


Monitoring 

600 District Hospitals strengthened to 30% by 2007 Annual Facility 

provide quality health services. 60% by 2009 Surveys External 
100% by 2010 Assessments 


ACHIEVEMENT SO FAR 


District Hospitals are critical for referral care in the primary health care system. In many districts they are 
the first level where Specialist Doctors are available. NRHM therefore prioritizes the improvement of the District 
Hospitals. IPH Standards have been finalized and a first grant of Rupees 20 lakhs was made available to all the 
District Hospitals of the country to improve their basic services, given the increased patient load due to JSY and 
other programmes. Rupees Five lakhs has also been provided to the District Hospitals for their Rogi Kalyan 
Samitis to ensure that services of satisfactory quality are available to the people who access it. Facility Survey 
formats for District Hospitals 
have been circulated to 
States. As States identify the 
missing gaps, greater amount 
of resources will be made 
available to these 
institutions. Some of the 
larger District Hospitals, 
especially in States that are 
deficient in Medical Colleges, 
can provide case load for 
new Medical Colleges in the 
future. 


A strong and well 
functional district hospital 


facilitates the working of all 
National Health Programmes. NRHM’s efforts at intra sectoral convergence and integration in the health sector 


require a greater role for the District Hospital in providing technical leadership to the various health programmes. 


A lot of the capacity development and ANM/Nurses Training load will also need to be taken by District 


Hospitals. 
The District Health Society has emerged as an important body under NRHM for local initiative and action. 


The District Hospital provides the platform for such decentralized action in health. 


THE WAY AHEAD 


District Hospitals must emerge as models of excelleng | 
LI Ce, 


ding the process of change and reform in sub 


district units. 
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ip for Meeting People’s Health Needs 


Ge NRHM :A Partners! 


Outcome 
Monitoring 


Activity — VIII Time line 


Independent 
Assessments Quarterly 
Progress Report 


50% by 2007 


Rogi Kalyan Samitis/Hospital Development 
100% by 2008 


Committees established in all CHCs/Sub 
Divisional Hospitals/ District Hospitals. 


ACHIEVEMENT SO FAR 

Rogi Kalyan Samitis/ Hospital Development Committees as a registered society is a basic requirement of 
NRHM. Hospital level RKSs have been created as legal entities to enable greater flexibility and retention and use 
of resources that they generate ,, — 
through their services. 540 § 
District Hospitals, 3947 CHCs, 
and 12618 PHCs have already 
registered as a Rogi Kalyan 
Samiti. This is far more than the 
50 % registration of institutions 
that was the time line as per the 
NRHM_ Framework for 
Implementation. All RKS have 
also been provided untied 
funds to carry out locally 
relevant action to ensure better 


services for the poor 


households that visit the 
government health facilities. 
The RKSs have a specific mandate to take care of poor patients and repeated instructions have been sent to States 


to ensure that the poor and the needy receive cashless hospitalized treatment. RKSs also have a mandate to 
charge for services from those who can pay. 


THE WAY AHEAD 


pia Rogi Kalyan Samiti has really transformed power relations in health systems as Medical 
Superintendents/ Medical Officers of Hospitals /CHCs/PHCs no longer have to wait for orders from higher 
levels. The intention is that more and more Budgets of the Hospital/CHC/PHC should be routed through the 


Rovi K a aos ne 
ogi Kalyan Samiti with far greater local level accountability. The intention is to facilitate autonomy of local 
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institutions wi ili 
: ons with a strong accountability framework. Flexible financing is expected to meet the diverse needs of 
running a hospital effectively. 
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Activity — Ix 


Time line Outcome 


Monitoring 


District Health Action Plan (DHAP) 2005-12 


50% by 2007 
prepared by each district of the country. 


100% by 2008 


Annual Facility 
Surveys External 
Assessments 


ACHIEVEMENT SO FAR 


As part of the National Rural Health Mission, every district of the country was to prepare a detailed 
Integrated District Health Action Plan reflecting the current status and the missing gaps in providing accessible, 
affordable and accountable quality health service to every household. Detailed Guidelines for preparation of 
District Health Action Plans were sent to the States after incorporating all the templates with regard to all the 
programmes coming under the umbrella of the National Rural Health Mission. States were also provided 
financial assistance of Rupees ten lakhs for every district to carry out the detailed District Planning exercise. The 
State Programme Implementation Plans prepared each year by States has to be an aggregation of the District 
Health Action Plans. All the States have submitted their State Programme Implementation Plans for 2007-08 
and the National Programme Coordination Committee has already approved all the Plans of 35 States/UTs 
after a rigorous process of appraisal of Plans. The plans cover all disease control and disease surveillance 
programmes as well, besides inter 


sectoral convergence. 


The first Integrated District 
Health Action Plans have been 
prepared in over 500 districts of the 
country. There has been some delay 
in Bihar on account of litigation 
with the consulting agency that 
was entrusted the responsibility of 
facilitating the preparation of 
Plans. States like Jammu and 
Kashmir and Himachal Pradesh 
have taken a little longer than they 
should have. It is expected that the 


remaining districts will also | 
complete their first District Health Action Plans before December 2007. The delay has been only ina few States 


on account of some problems in data collection and in finalizing professional technical assistance for the 
t time, a comprehensive plan covering all health needs has been articulated. 
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planning process. For the firs 


THE WAY AHEAD 


District Plans must become the basis for implementation of NRHM. Inter sectoral convergence must become 
ct Plans 


a reality. 


Or 
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@y NRHM : A Partnership for Meeting People’s Health Needs 


Outcome 
Monitoring 


Activity — X* Time line 


Independent 
Assessments Quarterly 
Progress Report 


50% by 2007 


Untied grants provided to each Village Health 
100% by 2008 


and Sanitation Committee, Sub Centre, PHC, 
CHC to promote local health action. 


ACHIEVEMENT SO FAR 

Untied funds have been provided to each and every institution in the country up to the district level. Village 
Health and Sanitation Committees, Sub Centres, PHCs, CHCs, District Hospitals have all received untied funds. 
Many have made very good use of these resources in improving the quality of care from their institutions. In 
many others, the money has reached but decision making is taking a little while. There is no reason why any 
public facility should look uncared for. The need is to give confidence to the Medical Officers in charge of these 
institutions and their Panchayat/ Rogi Kalyan Samiti the confidence to spend untied funds. In many cases, 
there is a reluctance to do so, fearing whether the expenditure will be in accordance with government rules. 
There is an urgent need in the States to come out with detailed guidelines that facilitate local utilization of 


resources. 


THE WAY AHEAD 

Effort has been made to craft public institutions under NRHM within the umbrella of Panchayati Raj 
Institutions. This has been done to ensure that inter-sectoral convergence under the supervision of PRIs is 
effectively carried out. Public Health measures require local action that can only be facilitated through untied 
grants. Clear frameworks for utilization of untied funds at each level has already been circulated by Government 
of India. Except Village Health Committees which are taking a little time to constitute, 100% other institutions 


have been provided untied grants. This is far more than was provided for in the time line. 
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Activity — x| 


Outcome 
Monitoring 


Time line 


Annual maintenance grant provided to every 
Sub Centre, PHC, CHC and one time support 
to Rogi Kalyan Samitis at Sub Divisional/ 
District Hospitals. 


50% by 2007 
100% by 2008 


Independent 
Assessments Quarterly 
Progress Report 


ACHIEVEMENT SO FAR 


As mentioned against earlier timelines, annual maintenance grants have been provided for PHCs, CHCs 
and District Hospitals. In the case of Sub Centres it has only been provided after confirmation that the centre 
had its own buildings. Repair and maintenance of Sub Centres has also been undertaken under the Reproductive 
and Child Health Programme Phase - II. 


THE WAY AHEAD 
The real challenge is to give confidence to health units to spend the untied funds as per their need. Untied 
resources need clear delegation of administrative and financial authority. Greater flexibility demands an equally 


strong accountability framework involving PRIs and Rogi Kalyan Samitis. 
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Activity — XII 


State and District Health Society established 
and fully functional with requisite skills. 


Outcome 
Monitoring 


Time line 


Independent 
Assessment. 


50% by 2007 
100% by 2008 


ACHIEVEMENT SO FAR 


State level Societies have merged in 31 States /UTs and 522 Districts so far. In most States meetings of State 


Health Mission and State Health Societies are being held regularly. District Level Health Mission and District 


Health Societies have also been constituted in a majority of the States. Project Management Units have been set 


up in 471 District and 2333 
Blocks of 28 States. Uttar 
Pradesh, Andhra Pradesh and 
Tamil Nadu are a few States that 
have not set up the Programme 
Management Unit as yet. These 
management units have project 
management, financial 
management and_ data 
management skills. These skills 
have helped in improving the 
performance of State and District 
level Societies. It has improved 
the financial reporting 
tremendously and information 


from most of the States/UTs are 
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regularly available every quarter. The MIS Report is a little weak in some States at present and serious efforts 
have been made to improve compliance on MIS Report. Block level Managers have joined in States like Bihar and 
Orissa, helping Block level doctors to mange their facilities better. Accounts Managers and Accountants have 


also been appointed on contract to handle the increased case load and disbursement of untied funds. 


THE WAY AHEAD 


The real challenge is to make the new managerial skills internal to the systems and to fully utilize the new 
skills and thinking process that they bring to the system. 
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Activity — XIII 


Time line Outcome 


Monitoring 


Systems of community monitoring 


put in place 50% by 2007 


100% by 2008 


Independent 
Assessment. 


ACHIEVEMENT SO FAR 


A Programme for setting up Community Monitoring structures has been taken up in partnership with Non 
Governmental Organizations under the Advisory Group on Community Action, Chaired by Shri A.R. Nanda of 
the Population Foundation of India. The first phase of this programme covers Assam, Chhatisgarh, Maharashtra, 
MP, Orissa, Karnataka, Tamil Nadu, Rajasthan, Jharkhand , covering a total of 37 districts. States/UTs have 
also been requested to constitute the monitoring committees at every level, as mandated by the NRHM Framework 
for Implementation. Community monitoring entails involvement of PRIs and NGOs in jointly crafting institutions 
to hold public systems accountable. 


Assessments of JSY and ASHA programme in Assam, Himachal Pradesh, West Bengal, Rajasthan and 
Uttarakhand has been completed. Studies on financial management systems in Kerala, Tamil Nadu, UP, Bihar 
and Assam has been done by the Institute of Public Auditors of India. The reports have been sent to States for 


their response. 


The First Common Review Mission of the NRHM is going to 13 States from the 14 to the 21. of November 
2007 to assess the progress made. The Review Mission comprises of public health experts, non governmental 
members of Mission Steering Group and Task Forces, State Mission Directors, Ministry officials, etc. Missions 
under various programmes like RCH —- II, NVBDCP, RNTCP, IDSP, etc. have also been undertaken from time to 
time. 

Concurrent Evaluation of NRHM in States is also being taken up with the assistance of credible independent 


research institutions. 


Independent Public Reports on Health will also be taken up from next year. 


THE WAY AHEAD 


The important need is to follow up the lessons of studies and independent evaluation. 
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ENSURING AVAILIBILITY OF DRUGS & MEDICINES 


q@y NRHM : A Partnership for 


Meeting People’s Health Needs 


Outcome 
Monitoring 


Activity — XIV Time line 


External 
Assessments 


50% by 2007 
100% by 2008 


Procurement and logisitics streamlined to 
ensure availability of drugs and medicines 
at Sub Centres/PHCs/CHCs. 


ACHIEVEMENT SO FAR 

NRHM mandates strengthening of procurement and logisitic arrangements in States on the lines of the 
Tamil Nadu Medical Services Corporation (TNMSC). Already, anumber of States have initiated steps to follow 
the TNMSC model of procurement and indent of supplies from PHCs. To enable States to develop similar 
arrangements, a three day workshop for State level teams was organized in Chennai to emulate the TNMSC 
model. Under the PIPs of States, many proposals have been received for strengthening the warehousing system 


in districts and at the State level for drugs. 


Nearly Rupees 400 crores has been released to States so far for procurement of drugs. Many States have 
utilized the resources to ensure availability of adequate medicines in all health facilities. Many State governments 


have also made sincere efforts to increase the per capita allocation of resources for drugs in their health system. 


THE WAY AHEAD 


The thrust of NRHM is to build capacities in States to make the most effective procurement of drugs listed 
in Essential Drug Lists and for generic drugs. 
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Activity — xV 


Time line Outcome 


Monitoring 


SHCs/PHCs/CHCs/Sub Divisional Hospitals/ 
District Hospitals fully equipped to develop 
intra health sector convergence, coordination 
and service guarantees for family welfare, 
vector borne disease programmes, TB, 
HIV/AIDS, etc. 


30% by 2007 
50% by 2008 
70% by 2009 
100% by 2010 


Annual Facility 
Surveys Independent 
Assessments 


ACHIEVEMENT SO FAR 

Intra health sector convergence and integration is a mandate of NRHM. Serious efforts have been made to 
merge societies at all levels and to make the State Health Society the common point for coordination. While 
retaining all the strengths of all the programmes like RCH — IL, IDSP, NVBDCP, RNTCP, NPCB, etc., NRHM is 
trying to provide an opportunity for a health system centred approach whereby basic service guarantees from 


institutions is attempted. 


Untied funds and greater human resources at various levels allows National Health Programmes an 
opportunity to make full use of a functional public sector health system at various levels. The ultimate objective 
of NRHM is to provide a functional platform for public health action at all levels. It will have positive 
consequences for all programmes. The Indian Public Health Standards developed for eight different level of 
public institutions in health, provide a basis for all programes in the health sector. The work on reaching IPHS 


therefore, is in the interest of all health sector programmes. 


THE WAY AHEAD 


It is necessary to consciously push the agenda of a common platform for health action. All health sector 


programmes will gain by adoption of a health system based approach. 
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DISTRICT HEALTH PLAN LINKED ALL HEALTH RELATED PROGRAMMES 


@ NRHM : A Partners 


hip for Meeting People’s Health Needs 


Outcome 
Monitoring 


Activity — XVI Time line 


Appraisal Process 
Independent 
Assessment 


30% by 2007 
60% by 2008 
100% by 2009 


District Health Plan reflects the convergence 
with wider determinants of health like drinking 
water, sanitation, women’s empowerment, 
child development, adolescents, school 
education, female literacy, etc. 


ACHIEVEMENT SO FAR 
The District Health Action Plans and the State Programme Implementation Plans under the NRHM have a 


separate section ( Part —E ) for Inter sectoral convergence. The untied funds at various levels, from the village to 


the District level, are expected to provide catalytic funding for inter sectoral convergence. 


There is convergence with the ICDS through the Monthly Health Day at the Aaganwadi Centre. Similarly, 
convergence with programmes for women, adolescents, pre — school children, etc.. has also been attempted in 


many States. 23 States have proposed the initiation of a School Health Programme in the PIPs this year. 


THE WAY AHEAD 
Inter sectoral convergence requires a willingness to break new ground and to understand problems in their 
specific contexts. NRHM provides a platform of public institutions that can make inter sectoral convergence a 


reality. The challenge is to make them fully vibrant, reflecting the aspirations of the common people. 


\RF 
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Activity — XVII Time line Outcome 
Monitoring 


Facility and Household Surveys carried out in 50% by 2007 Independent 
each and every district of the country. 100% by 2008 Assessment 


ACHIEVEMENT SO FAR 
NRHM has emphasized the importance of Facility Surveys of all health institutions along with household 


surveys that track the basic condition of households. NRHM values these surveys not for collection up wards 
but for planning at the local level. The ASHA is expected to have the Household Surveys with her to ensure that 
needs of individual households are well reflected in the health plans. Similarly the Facility surveys provide an 
objective basis for planning for up gradation of facilities to Indian Public Health Standards. Most States have 
completed the Facility Surveys up to CHCs. Many like Assam, have completed survey of all health institutions 
in the State. Household surveys have lagged behind and efforts to ensure availability of basic household 
information with ASHA are being attempted. 


THE WAY AHEAD 

States/UTs need to give a clear time line for the completion of Facility and Household Surveys and their 
availability as public documents in the respective health facilties/ village. Hpusehold survesy need to be with 
the Village Health and Sanitation Committees and Facility Sureys with the institution to enable full transparency 


in NRHM activities. It will also help in clearer understanding of local needs. 
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q@y NRHM -A Partnership for Meeting People’s Health Needs 


Outcome 
Monitoring 


Activity — XVIII Time line 


Independent 
Assessment 


30% by 2008 
60% by 2009 
100% by 2010 


Annual State and District specific Public 
Report on Health published. 


ACHIEVEMENT SO FAR 


To be published from next year. Time line not due as yet. 


ANNUAL STATE & DISTRICT PUBLIC HEALTH REPORT 


» “0 
- : ~ iz 
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Activity — XIx Time line Outcome 
Monitoring 


Institution - wise assessment of performance 30% by 2008 Independent 
against assured service guarantees. 60% by 2009 - Assessment 
100% by 2010 


ACHIEVEMENT SO FAR 
While it is not due as per the time line, many States like Gujarat and Orissa have already established a 
useful system of monitoring health facility specific performance. It is hoped that in the coming year, this will be 


fully operationalized across the country through a strengthened HMIS. 


Serious efforts at developing a robust and reliable HMIS is under Way. 
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Go NRHM : A Partnership tor Meeting People’s Health Needs 


Time line 


Outcome 
Monitoring 


Activity — XxX 


Quarterly 
Progress Report. 


30% by 2007 
60% by 2008 
100% by 2009 


Mobile Medical Units provided to each and 
every district of the country. 


ACHIEVEMENT SO FAR 

319 districts had received funds for Mobile Medical Units. Many of them are still in the process of 
operationalizing them after finanlizing the tender processes. States like Gujarat have made good progress and 
a large number of MMUsare already operationalized there. Many States have their own systems of MMUs and 


it has been agreed to provide for State specific models. 


Successful systems of ambulances like the EMRI call system in Andhra Pradesh is being replicated in many 
States this year. ; 


Ambulances have been provided to Health facilities on a large scale under the NRHM. 


So far 129 Mobile Medical Units are operational in the States. 
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NATIONAL RURAL 
HEALTH MISSION 


PART — IV 


KEY ISSUES 


Noss 
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KEY ISSUES 


Resident Health Workers 
* Selecting ASHAs as Community Workers with drug kit. 


ANMs on contract and local criteria; Improved governance. 
° More Nurses at PHC to make it 24X7 


e Incentives for remote PHCs/CHCs 


¢ Decentralized public recruitments with flexibility 
& Local Accountability —- Local Government/ Society 
¢ Improved cadre management of doctors /nurses. 
* Incentives for services of Specialists. 

¢ Developing benchmark for performance — 
blended payments at all levels — fixed salary and 
performace based payments. 

e Institutionalizing money following the patient 


in Government Hospitals — use of cashless services 
for BPL through Community Health Insurance. 


Manpower Planning 


e Reforms in Medical Education - Making the MBBS programme even more relevant to Rural 
Health Service. 


e _ Developing three year programme for Basic Medical Practice. 
¢ Compulsory rural posting of Doctors. 

° Developing Nurse practitioner programmes. 

¢ Strengthening Nursing Education at all levels. 

e Opening Nursing Colleges in all Medical Colleges. 


° Addressing shortage of Medical Colleges in deficient States - Teaming up with 300+ bed 
District Hospitals thorugh State/Public Private Partnerships. 


. Cadre of Nursing with career progression - ASHA, AWW, ANM, Staff Nurse, Nurses in 
Districts, Nurse Managers. 


° Co-location of AYUSH; 
° Training and certification of RMPs - legal framework and supervision. 


¢ Weeding out ‘crookery and quackery’ 


Making Communitization Effective through Capacity Building 


¢ Community Organizations established/being established at all levels — Meme 
Sanitation, Nutrition Committees; Sub Centre level PRI Committee, PHC, Che, lap ospita 
level Hospital Development Committees, District Health Mission, State Health Mission. 


“ Resources available for local health action. 
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Making community leaders active in management of health facilities and in convergent health 


action. 

Making ASHAs effective through constant resource support. 

Improved Hospital Administration and Management. 

Capacities for decentralized planning at all levels — Analyzing local indicators — Panchayats 
and human development issues. 


Building Training Capacity 


Quality Procurement and logistics - TNMSC like systems 


Management of NRHM 


Skill Training at all levels — Skilled Birth Attendants, Home Based New Born Care, IMNCI, 
Training for National Health Programmes. 


Training institutions at all levels. 
Involvement of Non Governmental Hospitals in building capacity. 
Strengthening ANM Training Schools, RRCs, SIHFWs, NIHFW. 


Building new skills in health management — District, State and National level Health System 
Resource Centres. 


Resource Groups at various levels. 


System reforms and capacity building at all levels. 
TNMSC like model for States. 


Work in progress in many States — need to strengthen 
capacities in States. 


Linking procurement and logistics. 


Improved systems of generating demand for drugs. 


Decentralised with untied resources at all levels. 


Convergence and integration in action — water, 
sanitation, HIV/AIDS/School Health, Education, Nutrition, ICDS, etc. 


Leadership of States — Gol to facilitate reform with additional financial resources; monitor 
agreed standards and benchmarks (MoUs) with States; support capacity building . 


District and Block level Health Mission and Resource Groups. 


SHC/PHC/CHC / District Hospital provide functional platform for all other interventions. 


Monitoring and Evaluation 


a 


Key priority in NRHM. Monitorin 
“JF ) g against IPH standards at all levels — 


District Health Action Plan to i ifi 
» provide specific health facility wise 
guarantees against resources. ‘ Ce 
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By 4y 


NRHM : A Partnership for Meeting People’s Health Needs 6 
’ Independent monitoring committees at block, oe "eee 
district and state levels — Pilot in Community , ma 


Monitoring through JSA. 


: Independent evaluation / surveys- system 
getting in place. 

° Annual State and District Health Report Cards. 

° Public hearings, MIS, Audit, PRIs, RKSs, etc. 


° Review Missions to States and Districts. 


Monitorable Indicators 2008 


° Village Health and Sanitation Committees set up with untied grants for its activities in each of 
the 6 lakh villages in our country. 


e Over 5 lakh ASHAs and other Community Health Workers for every 1000 population/large 
habitation in 18 Special Focus States and in tribal pockets of all States in position, trained and 
with drug kits. 


e All Sub Centres (nearly 1.50 lakh) fully functional and 30% (30,000) with two ANMs, providing 
basic health services, including medicines. 


° Every Aanganwadi organizing Monthly Health and Nutrition Days with thrust on 
immunization, maternal and child health, public health, nutrition, water and sanitation. 


° 10000 Primary Health Centres to provide 24X7 services, with provision of 3 Staff Nurses. 


e 2000 Block Level Hospitals ( CHCs) to provide 24X7 Hospital services with in patient 
arrangements. 


¢ ~ 200 District Hospitals strengthened to provide quality health services. 
° Functional Hospital Development Committees in every District and Block level Hospital. 
° All District Health Action Plans completed and under implementation. 


° Untied grants and annual maintenance grants to every Sub Centre, PHC, CHC released 
regularly and utilized for local health action. 

° State and District Health Mission and Society fully functional with the requisite management 
skills in all States / districts. 


e System of community monitoring in 200 districts along with system of external evaluation of 
all States/ themes. 
‘ | yi h y 


e Credible and transparent system of 
procurement and logisitics to ensure quality 
drugs and equipment established in all States. 


oe 


Evidence of intra health sector and inter 
sectoral convergence in programme 
implementation. 

Mobile Medical Units fully functional in 300 
districts. 
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NRHM- Statewise Updat 


Name of State/ UT VHSC ASHA/ FRU- DH, 24x7 PHCs 
SDH,CHC, ANM & SN Doctors & 


Specialist 


Contracual Contractual 


No. Link 
Worker PHC 


| High-Focus Non-NE 


63454 


1 | Bihar 

2 | Chhattisgarh 60092 
3 | Jharkhand 27929 
4 | Madhya Pradesh 38464 
5 | Rajasthan 37766 
6 | Orissa 46244 
7 | Uttar Pradesh 128607 
8 | Uttarakhand 9268 
9 |Jammu & Kashmir 9764 
10 | Himachal Pradesh 0 


Total (High focus Non-NE) 421588 


High-Focus -NE 


1 | Assam 25400 

2 | Arunachal Pradesh 2843 

3 | Manipur 3000 

4 | Meghalaya 5438 

5 | Mizoram hor: 
6 | Nagaland 1278 

7 | Tripura 1229 
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Sikkim 
Total (High Focus NE) 
TOTAL-HIGH FOCUS 
Non-High Focus 


Andhra Pradesh 
Goa 
Guajrat 


450 
40375 
461963 


Haryana 
Karnataka 
Kerala 
Maharashtra 
Punjab 
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Tamilnadu 


West Bengal 
A & N Islands 
Chandigarh 
D & N Haveli 
Daman & Diu 
Delhi 
Lakashdweep 
Puducherry 


TOTAL (non-high focus) 


104554 


Grand Total 160808 


VHSC: Village Health & Sanitation C . 
ae alth & Sanitation Committee, FRU: First Referral Unit, DH: District Hospital, SDH: Sub Divisional Hospital 
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